dipropionate (0.05%). Evolution was favorable after 1-year of treatment, with obvious improvement of skin lesions.
In a large, multicenter, international study of juvenile localized scleroderma of 750 children, generalized morphea were present in 7% of patients and the mean age at disease onset was 8.7 years (range, 0.6-16). The mean time between the first manifestation of the disease and diagnosis was 1.7 years (median 1-year, range, 0-16.7 years). [1] It is rare during infancy. The diagnostic criteria of generalized morphea consists of (1) four or more plaques become larger than 3 cm and merge, (2) involvement of two or more anatomical areas of the body out of seven areas (head and neck, left or right upper limb or lower limb, anterior or posterior trunk). [2] The diagnosis of morphea is primarily clinical, sometimes supplemented by skin biopsy. Histopathology findings of morphea vary according to the stage of the disease. In the initial inflammatory phase, collagen bundles in reticular dermis are thickened and there is an interstitial and perivascular lymphocytic inflammatory infiltrate. It can also affect the subcutaneous adipose tissue, and replace it with thickened trabeculars of new formed collagen. In the late sclerotic phase, the inflammatory infiltrate is reduced. Reticular dermis shows thickened collagen, arranged in bundles, and a mild infiltrate consisting mostly of eosinophils. In papillary dermis, Sir, A 10-month-old male infant presented to us with a thickened circular, depressed skin lesion on his upper back and three similar lesions over the scalp and forehead. The lesions had progressed in size from small spots to larger lesions that felt hard and became discolored since the age of 6 weeks. The child had no history of physical trauma, bites or history of inflammation lesion over those sites. He was delivered normally after full-term pregnancy of a nonconsanguinous marriage. He had no history of delayed developmental milestones. There was no family history of similar lesions. There were no apparent symptoms of pain or pruritus at any time. On examination, the largest lesion on the upper trunk was a plaque [ Figure 1 ]. There were three other plaques with the same morphology (approximately 6 cm, 4 cm and 3 cm in diameter) circular over occipital region of the scalp, right temporal region and left supraorbital region respectively. No other skin, underlying muscles, extracutaneous manifestations and developmental dysmorphological features were present. Hemoglobin, white blood cell, platelets, erythrocyte sedimentation rate, C-reactive protein, immunoglobulin, antinuclear antibody and rheumatoid arthritis factor were within normal limits. Magnetic resonance imaging of brain and spine showed normal study. Histopathology of a lesional biopsy from interscapular area were described in Figure 2 . A diagnosis of generalized morphea was made. He was treated with twice daily topical betamethasone Generalized morphea in an infant with favorable outcome to topical steroid normal fibers may be replaced by uniform collagen. [3] Histopathological examination in our case was consistent with morphea, in the initial inflammatory phase. The treatment of generalized morphea is challenging and unlike localized morphea, lesions of generalized morphea show less frequent spontaneous involution. High-potency topical glucocorticoids may be applied locally, with their effect augmented by intralesional injections of triamcinolone. A number of the systemic agents may also help generalized disease including systemic steroids, penicillamine, antimalarials, low-dose methotrexate, sulfasalazine, salazopyrin and ciclosporin, ultraviolet light A phototherapy and photochemotherapy. [4] Significant improvement was seen in our patient received only potent topical steroid, may be the lesions were in the initial inflammatory phase, although spontaneous improvement cannot be excluded.
